Generalized annular lichen planus with a unique morphology in a patient seropositive for HIV  by Chakraborty, Sayantani et al.
CASE SERIESGeneralized annular lichen planus with a unique
morphology in a patient seropositive for HIV
Sayantani Chakraborty, MD,a Joyeeta Chowdhury, MD,a Abhishek De, MD,b and Ramesh C. Gharami, MDc
Kolkata, West Bengal, IndiaFrom
Co
m
Fund
Confl
Corre
Blo
E-mKey words: annular; generalized; HIV; intracyclic; lichen planus; polycyclic.Abbreviations used:
AIDS: acquired immune deficiency syndrome
ALP: annular lichen planus
HIV: human immunodeficiency virus
LP: lichen planusINTRODUCTION
Human immunodeficiency virus (HIV) infection is
often associated with an array of skin manifestations,
which are frequently more severe and present more
atypically than those observed in nonHIV-infected
persons. Some of them are acquired immune defi-
ciency syndrome (AIDS) defining, and those such as
seborrheic dermatitis, dermatophytosis, herpes sim-
plex, and psoriasis may present in an exaggerated
manner.1 Lichen planus (LP) is a common inflamma-
tory dermatosis of unknown origin that presents in a
variety of morphologic patterns. Many clinical vari-
ants, such as atrophic, hypertrophic, eruptive, linear,
and annular, have been described in literature.2
Annular LP (ALP) is often considered one of the
rare clinical forms. Various authors report that
approximately 7% to 10% of LP lesions may have
an annular morphology.3 Here, we report a case of
generalized ALP unique in morphology in a patient
with HIV infection.CASE REPORT
A 36-year-old HIV-positive man presented with
multiple annular violaceous plaques for 6 months.
The lesions started appearing over the left leg and
knee and gradually spread to involve the other leg,
thighs, scrotum, both the upper limbs, trunk,
axillae, and back within 6 months. The lesions
started as small reddish to violet-colored papules
and plaques that slowly extended peripherally to
reach an annular configuration (Fig 1). Sizes of the
lesions were between 0.5 cm and 6 cm. There was
a narrow rim of raised erythematous border
surrounding the lesions. Some lesions were poly-
cyclic (Fig 2). The central part showed violaceous
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ail: docbony@gmail.com.unique with one or two intracyclic rings at the
center. Hair, nail, oral, and genital mucosa were
not involved.
Laboratory investigations found a raised erythro-
cyte sedimentation rate and eosinophil count. Fungal
elementswere not detected. Antinuclear antibody test
was found to be negative. Serology results for syphilis
and hepatitis were negative. The patient was eugly-
cemic, and his renal and liver function tests were also
within normal limits. Chest x-ray and ultrasonogra-
phy of the abdomen were normal. The patient was
reactive to HIV1 with CD4 count of 208/mL3.
Skin biopsy from the center of the annular plaque
on routine hematoxylin-eosin stain found orthoker-
atotic hyperkeratosis, mild acanthosis, and efface-
ment of the rete ridges with basal layer degeneration,
colloid bodies, Max-Joseph’s canal, bandlike infiltrate
with lymphohistiocytes along the dermoepidermal
junction with pigment incontinence, and disruption
of dermal collagen at places (Fig 3). Direct immuno-
fluorescence from the lesions showed IgM and C3
deposits.
Despite being on antiretroviral therapy for
6 weeks, the lesions did not change. The patient
was started on a course of a high potency topical
corticosteroid. Most of the lesions showed healing
over a period of 4 to 6 weeks, leaving postinflam-
matory hyperpigmentation in concentric fashion
without atrophy.JAAD Case Reports 2015;1:251-3.
2352-5126
 2015 by the American Academy of Dermatology, Inc. Published
by Elsevier, Inc. This is an open access article under the CC
BY-NC-ND license (http://creativecommons.org/licenses/by-nc-
nd/4.0/).
http://dx.doi.org/10.1016/j.jdcr.2015.04.008
251
Fig 1. Presence of multiple annular and polycyclic lesions
with an elevated erythematous outer border and viola-
ceous center over the anterior aspect of the chest.
Fig 2. Annular plaque with a thin erythematous outer
border and the violaceous center shows the presence of an
arcuate erythematous intracyclic incomplete ring.
Fig 3. Orthokeratotic hyperkeratosis, mild acanthosis,
and effacement of the rete ridges with basal layer
degeneration, colloid bodies, Max-Joseph’s canal, band-
like infiltrate with lymphohistiocytes along the dermoepi-
dermal junction with pigment incontinence and disruption
of dermal collagen at places. (Hematoxylin-eosin stain;
original magnification: 1003.)
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The annular form of LP is a rare, chronic variant
that features circinate lesions with elevated borders.4
ALP commonly develops as an arcuate grouping
of individual papules or peripheral extension of
clustered papules with central clearing. This form
tends to occur more frequently in the black popula-
tion and is commonly located on the penis, scrotum,
and groin.3,4 Annular atrophic LP is characterized by
several small violaceous papules slowly enlarging
peripherally with atrophic center and raised
border.5,6
The patient being reported presented with an
unusual morphology of ALP in which large general-
ized annular lesions were seen without much prom-
inent central atrophy. Some of the lesions also
showed unique concentric and polycyclic configu-
rations. Generalized eruptions of ALP are known to
be rare.7 Although different morphologic variants of
LP, including oral, linear,8 and hypertrophic,9 weredescribed in association with HIV, such an unusual
morphology and distribution of ALP in association
with HIV has not been described in literature to date,
to the best of our knowledge. Differentiation from
similar lesions of granuloma annulare, disseminated
porokeratosis, superficial dermatophytoses, and sec-
ondary syphilis, which may be a common associa-
tion in HIV-infected patients, should be done.
Histopathology and direct immunofluorescence
confirms the diagnosis of LP.
Although the association of ALP with diseases like
hepatitis B, hepatitis C,10 Sneddon syndrome,11
Crohn’s disease,12 and drug intake has been reported
in literature, an association of generalized ALP in an
HIV-infected patient with such a uniquemorphology
has not yet been reported, to our knowledge.
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